complication in mind and steps have been taken to prevent it from the outset.
The series we produce consists of all such cases that have come under our notice since 1945. In several instances their early treatment had been elsewhere and the stones were already present when they came under our care. It is in the nature of tuberculous disease of bones and joints and of its treatment that decalcification is severe and that the dangerous results of calculus formation are most often seen when the original lesion is cured or well under control. It is a tragedy-and it should be an avoidable one-that death from this complication should nullify years of patient and successful orthopwdic treatment. In our series we have 2 such deaths. There are also 2 deaths due to decubitus calculi complicating anterior poliomyelitis. Paralytic ileus is a frequent complication of the severe and of the fatal cases. The stones vary in composition, consistency and opacity to X-rays. All have calciumthe most common composition is -calcium phosphate-but triple phosphates, calcium oxalate and mixtures of all these have occurred. The chemistry does not seem to be significant in prevention or treatment.
Our experience of solvents such as solution G has not been a happy or successful one and we believe that the cure of the condition is either by passage through natural channels or by operative removal if this fails. Stones found at post-mortem 1
In 2 patients stones were passed from one kidney and removed from the other.
In some instances only one kidney was affected. Indications for operation.
-If possible operative interference should be delayed until the patient is ambulatory. When orthopedic colleagues ask the advisability of such operations as joint fixation, the answer depends on the degree of impairment of renal function and the presence of renal infection. If these are not menacing it is better to postpone kidney surgery until the bone and joint lesion is stabilized-or until the patient can walk or at least be mobile and upright in a chair. Occasionally, however, delay is dangerous, as when infection is uncontrollable or when a stone plugs the kidney or ureter.
Nephrolithotomy, especially in the presence of spinal lesions, may be of extreme technical difficulty and the approach to the kidney may have to be unorthodox.
In any event excision of the 12th, and sometimes the 11th rib as well, is necessary if the kidney is to be mobilized without undue trauma. Where stone formation pervades the whole pelvi-calyceal system, complete removal is often very difficult and may be impossible without splitting the kidney through its cortex. The last manceuvre may be followed by troublesome post-operative haemorrhage, but this has not been uncontrollable. Nephrostomy may be used for a time after the operation. This is a safeguard, as the ureter may become blocked with clot or debris, but it has the disadvantage that after a time infection along the track is extremely difficult or impossible to avoid.
As already indicated no benefit has resulted from lavage with acidifying solutions through such a nephrostomy.
In the aftercare it is essential to achieve complete control of infection by the appropriate antibiotics. This is usually impossible before the remqval of the stones.
With modern methods of treatment of bone and joint tuberculosis, i.e. antibiotics and early fixation, the problem should arise much less frequently. The patients are mobilized earlier and it is hoped general and even local skeletal osteoporosis will be lessened.
Once established, calculus formation is difficult to manage and may indeed be uncontrollable and fatal. 34 834
